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individual surgeon preference and the patient’s particular body
habitus.
Dr Fann. Two patients had direct aortic crossclamping. Why
was this technique limited to 2 patients, as opposed to being
utilized in more of the patients in this particular group?
Dr Saunders. Those 2 were actually 2 of the first 3 that
underwent this procedure. Exposure of the aorta is very difficult
from this approach, especially in reoperative cases. Although some
authors that have written about this approach routinely use direct
aortic crossclamping, we feel that this is difficult as a standard
technique.
Dr Fann. There were no femoral arterial complications re-
ported in this series, and this complication has been infrequent in
previous series from New York University. Why has the prefer-
ence been to use the descending aorta for cannulation?
Dr Saunders. As our experience with right thoracotomy mitral
valve surgery has evolved, we have moved away from routine use
of endoballoon catheters toward direct ascending aortic cannula-
tion and crossclamping. This serves to make the case simpler and
more efficient and may decrease the bypass time and total case
time. It also limits the number of complications associated with
endoballoons, in terms of aortic dissection or balloon migration.
Dr Fann. In this patient population, the frequency of athero-
sclerosis is typically not very high, but given your institutional
experience with evaluating the ascending aorta prior to cannula-
tion, do you examine the descending thoracic aorta with TEE for
any intraluminal disease prior to cannulation?
Dr Saunders. We do, using a combination of TEE prior to
aortic cannulation and direct palpation of the aorta by the operating
surgeon.
Dr Fann. And in the fibrillatory arrest subset, do you think that
the deairing is a problem, or is a transvalvular vent and flooding
the field with CO2 adequate?
Dr Saunders. We find the deairing we can achieve from this
approach to be adequate, but in addition to the transvalvular vent,
we occasionally access the left ventricle directly, using a needle,
for additional deairing. We also use the combination of typical
maneuvers in changing the position of the table to augment deair-
ing. Again, at the conclusion of the case, TEE is used to assess
intracardiac air.
Dr Fann. And finally, in the 2 patients with the perioperative
strokes, were those cases performed with descending aortic can-
nulation and fibrillatory arrest, and what was the method of deair-
ing in those 2 patients?
Dr Saunders. Those 2 patients were actually early in our
experience, and both had femoral arterial cannulation and endoaor-
tic balloon clamping. There were no strokes in the later group,
although we have to say that in our larger overall series of
minimally invasive cases, we have never found a correlation
between use of the endoballoon catheter and strokes.
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